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A. [ ntroduction

Effective July 1, 1991, the Kentucky Medicaid Program
began reinbursing providers for Targeted Case
Management Services for Adults with chronic nental
illness. This manual has been formulated to provide
you, the provider, with a useful tool for interpreting
the procedures and policies of the Kentucky Medicaid
Program It has been designed to facilitate the
processing of your clains for services provided to
qualified recipients of Medicaid.

This manual is intended to provide basic infornatjon
concerning coverage, billing, and policy. It wll,
hopeful 'y, assist you in under st andi ng ‘what procedur es
are reinbursable, and will also enable you to have
your claims processed with a m ninum of time involved
in processing rejections and making inquiries. It has
been arranged in a |loose-leaf format, with a deci mal

o page nunbering system which will allow policy and

.;;) procedural changes to be transmtted to you in a form

- which nmay be inmediately incorporated into the nanua
si'f” page 7.6 mght be replaced by new pages 7.6 and

7).

Preci se adherence to policy is inperative. |n order
that your claims may be processed qU|ckI% and
efficiently, it is ‘extremely inportant that you follow
the PQ|ICI€S as described in this nmanual. Any
uestions concerning general agency policy should be
irected to the Ofice of the Comm ssioner, Department
for Medicaid Services, Cabinet for Human Resources,

CHR Building, Frankfort, Kentucky 40621, or Phone
(502) 564-4321. Questions concerning the application
or interpretation of agency policy wth regard to

I ndi vi dual services should be directed to the Division
of Program Services, Departnent for Medicaid Services,
Cabi net for Human Resources, CHR Building, Frankfort,
Kentucky 40621, ‘ or Phone (502) 564-6890. = Questions
concer ni ng blfllng procedures orthe specific status

of claims should be directed to EDS, P.QO Box 2009
Frankfort, Kentucky 40602, or Phone (800) 333-2188 or
(502) 277-2525.
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|I. KENTUCKY MNEDI CAID PROGRAM
A CGener a

The Kentucky Medicaid Programis adm nistered by the
Cabi net for_Human Resources, Department for Medicaid
Services. The Medicaid Program identified as Title
XI X of the Social Security Act, was enacted in 1965
and oBgrates according to a State Plan approved by the
U S partment of Health and Human Servi ces.

Title XIX is a joint federal and state assistance
program whi ch provides payment for certain medica
services provided to Kentucky recipients who |ack
sufficient income or other resources to neet the cost
of such care. The basic objective of the Kentucky
Medicaid Programis to aid the nedically indigent of
Kentucky in obtaining quality nedical care.

As a provider of services, you nust be aware that the
Department for Medicaid Services is bound by both
federal and state statutes and regul ations %gvernlng
the administration of the State Pllan. The Departnent
cannot reinburse you for any services not covered by
the plan. The state cannot be reinbursed by the

federal government for inproper. paynments to providers
of non-covered, unallowable medical services.

The KentuckY Medi caid Program Title XIX is not to be
confused with Medicare. Wedicare is a federal .
program identified as Title XVIII, basically serving
persons 65 years of age and ol der, and sone disabl ed
persons under that age.

The Kentucky Medicaid Program serves eligible, | ,
recipients of all ages. The coverage is specified in
the body of this manual in Section IV.
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B. Adm nistrative Structure

The Departnment for Medicaid Services, within the
Cabinet for Human Resources, bears the responsibility
for devel oping, maintaining, and admnistering the
policies and procedures, scopes of benefits, and basis
for reinbursement for the nedical care aspects of the
Program  The Departnent for Medicaid Services makes
payments to providers of services who have submtted
clains for services within the scope of covered
benefits which have been provided to eligible
recipients.

Det erm nation of the.eljgibility status of individuals
and famlies for Medicaid benefits is a responsibility
of the local Department for Social Insurance Ofices,
which are located in each county of the state.

c. Advisory Counci

The Kentucky Medicaid Programis guided in ff)
Bgl!cy-naklng deci sions by the AdVISOF% Counci |l for -
di cal Assistance. In accordance with the conditions

set forth in KRS 205.540, the Council is conposed of
sevent een (1Z? menbers, including the Secretary of the
Cabinet for Human_Resources, who serves as an ex
officio menber. The remaining sixteen (16) nenbers
are apgolnted by the Governor to four-year terns.
Nine (9) nenbers represent the various professiona
groups providing services to Program recipients, and
are aPPO|nted froma |list of three (3) nom nees
submtted by the applicable professional

associ ations. The other seven (7) nembers are |ay
citizens.

In accordance with the statutes, the Advisory Council
meets at |east every three (3% nmonths and as often as
deemed necessary to acconplish their objectives.
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In addition to the Advisory Council, the statutes make
provision for a five-menber technical advisory
commttee for certain provider groups and recipients.
Menbership on the technical advisory commttees is
deci ded by the professional organization that the
techni cal “advisory commttee represents. The

techni cal advisory conmttees provide for a broad
professional representation to the Advisory Council

Asnecessary, the Advisory Council appoints

subconm ttees or ad hoc committees responsible for
studying specific issues and reporting their findings
and recommendations to the Council

D. Pol i cy

The basic objective of the Kentucky Medicaid Program
is to assure the availability and accessibility of
quality medical care to eligible Program recipients.

The 1967 anendnents to the Social Security Law
stlgulates that Title XI X Prograns have secondary
|iability for medical costs of Program recipients.

That is, if the patient has an insurance policy,
veteran's coverage, or other thlrd,partY coverage of
medi cal expenses, that party is primarily liable for
the patient's nedical expenses. The Medicaid Program
IS payor of last resort. Accordingly, the provider of
service shall seek reimbursement from such third party
groups for nedical services provided. |f you, as the
provider, receive payment from Medicaid before know ng
of the third party s liability, a refund of that
payment anount shall be made to Medicaid, as the
anount payable by the Departnent shall be reduced by
the amount of the third party obligation.

In addition to statutory and re%ulatory rovisions,
several specific policies have been established
through the assistance of professional advisory
committees. These policies are as follows:

4 TRANSMITTAL ¥ 1 rage 2.3
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Al'l participating providers shall agree to provide
services in conpliance with federal and state statutes
regardl ess of sex, race, creed, religion, national
origin, handicap, or age.

Each nedical professional is given the choice of
whet her or not to participate in the Kentucky Medicaid
Program  From those professionals who have chosen to
participate, the recipient may choose the one from
whom he wi shes to receive his or her nedical care.

When the Department makes paynment for a covered
service and the provider accepts the paynent made b¥
the Departnent in accordance with the Department's fee
structure, the anpunts paid shall be considered
payment in full; and no bill for the same service
shal | be tendered to the recipient, or paynent for the
sanme service accepted fromthe recipient.

Providers of nedical service attest by their . .
signatures (not fac3|n1IeSL that the presented clains ﬁ@@
are valid and in good faith. Fraudulent clainms are -
puni shabl e by fine and/or inprisonment. Stanped

signatures are not acceptable.

Al'l clains and substantiating records are auditable by
both the Government of the United States and the
Commonweal th of Kent ucky.

The provider's adherence to the application of
policies in this nmanual is nonitored through either
post - payment review of claims by the Department or
conputer audits and edits of claims. [T conputer
audits or edits fail to function properly, the
appllcatlon of policies in this manual remain in
effect and thus the clains become subject to
post - payment review by the Department.

Al'l clainms and payments are sub{ect to rules and
regulat|ons I ssued by appropriate levels of federa
gn sﬁate | egislative, judiciary and admnistrative
ranches.
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Al'l services to recipients of this Program shall be on
a level of care at least equal to that extended
private pay patients, and normally expected of a
person serving the public in a professional capacity.

Al'l recipients of this Program are entitled to the
same |evel of cqnfydentlalliy accorded patients NOT
eligible for Medicaid benefits.

Prof essional services shall be periodically reviewed
by peer groups within a given covered specialty.

Services are reviewed for recipient and provider
abuse. WI|ful abuse by the provider may result in
his suspension from Program participation. Abuse by
the recipient may result in surveillance of the
payabl e services he receives.

No claim may be paid for services outside the scope of
al [ owabl e benefits within a particular specialty.

Li kewi se, no claim shall be paid for services that
require, but do not have, prior authorization by the
Kentucky Medicaid Program

No claims may be paid for nedically unnecessary itens,
services, or” supplies.

When a recipient makes paynent for a covered service,
and such paynent is accepted by the provider as either
partial payment or paynent in full for that service,
no responsihility for reinbursement shall be attached
to the Cabinet and no bill for the sane service shall
be paid by the Cabinet.

E. Public Law 92-603 (As Amended)

Section 1909..(a? VWoever - -

(1) knowingly and willfully makes or causes
to be made any false statement or representation
of a material fact in any application for any
benefit or Paynent under a State plan approved
under this title,

§is:J) TRANSMITTAL # 1 Page 2.5
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(2) at any tinme knowingly and willfully
makes or causes to be made any fal se statement or
representation of a material fact for use in
determning rights to such benefit or payment,

(3) having know edge of the occurrence of
any event affect|n% (A) his initial or continued
‘right to any such benefit or paynent, or (E?.the
initial or continued right to any such benefit or
ﬁaynent of any other individual 1n whose behal f

e has applied for or is receiving such benefit
or payment, conceals or fails to disclose such
event with an intent fraudulently to secure such
benefit or payment either in a greater ampunt or
quantity than'is due or when no such benefit or
payment is authorized, or . _

(4) having made application to receive any
such benefit or ﬁaynent for the use and benefi
of another and having received it, knowingly and
willfully converts such benefit or pa¥nent or any
Bart thereof to a use other than for the use and
enefit of such other person,

shall (i) in the case of such a statenent, ,
representation, concealnent, failure or conversion by
any person in connection with the furnishing (by that
person) of items or services for which paynent is or
may be made under this title, be guilty of a felony
and u80n conviction thereof fined not more than
$25,000 or inprisoned for not more than five (52 years
or both, or (1i) in the case of such a statement,
representation, conceal nent, failure, or conversion by
any- ot her person, be guilty of a m sdemeanor and upon
conviction thereof fined not nore than $10,000 or

I nprisoned for not nore than one (1) year, or both.

In addition, in any case where an i'ndividual who is
otherwi se eligible for assistance under a State plan
approved under this title is convicted of an offense
under the preceding provisions of this subsection, the
State may at its option (notw thstanding any other
provision of this title or of such plan) limt,
restrict, or suspend the eligibility of that

i ndi vidual for such period (not exceeding one (1)

TRANSM TTAL #1 Page 2.0
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ear) as it deens appropriate; but the inposition of a
imtation, restriction, or suspension wth respect to
the eligibility of any individual under this sentence
shall not affect the eligibility of any other person
for assistance under the plan, regardl ess of ther
rel ationship between that individual and such other
person. . . o
(b) (1) Whoever knowingly and willfully solicits

or receives any remuneration (including any kickback,
bribe, or reba e% directly or indirectly, overtly or
covertly, in cash or in kind--, . o

(A) in return for referring an individual to
a person for the furnishing or arranging for the
furnishing of any itemor service for which
Paynent may be made in whole or in part under

his title, or . .

(B) in return for Purcha3|ng, | easi ng,
ordering, or arranging tor or recomending
purchasing, |easing, oOr ordering any good,
facility, service, or itemfor which payment may
be made in whole or in part under this title,

shall be guilty of a felony and upon conviction
thereof, Shall be fined not nore than $25,000 or
i nprisoned for not nore than five SS) ears, or both.
(2) Whoever knowingly and willfully offers or
pays any renuneration (including any kickback, bribe,
or rebate) directly or indirectly, overtly or
covertly, ~in cash or in kind to ‘any person to induce
such person-- o
(A) to refer an individual to a person for
the furnishing or arranging for the furnishing of
any itemor service for which payment may be nade
in whole or in part under this title, or
(B) to purchase, |ease, order, or arrange
for or recommend purchasing, |easing, or ordering
any good, facility, service, or itemfor which
ﬁyne?ttray be made in whole or in part under
s title,

shal | be guiltg of a felony and upon conviction
thereof shall be fined not more than $25,000 or
I nprisoned for not nore than five (5) years, or both.

TRANSM TTAL #1 Page Z. 7
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(3) Paragraphs (1) and (2% shall not apply to--

~(A) a discount or other reduction In price

obtained by a provider of services or other .

entity under this title if the reduction in price

I's properly disclosed and appropriately reflected

in the costs claimed or charges made by the

provider or entity under this title; and
A (B) any anount paid by an enployer to an
» enPonee (who has a bona fide enpl oyment
-relationship with such enployer) for enploynent
in the provision of covered items or services.

(c) Whoever know ngly and mnllfull¥ makes or
causes to be made, or induces or seeks to induce the
making of, any false statement or representati.on of a
materral fact with respect to the conditions or
operation of any institution or facility in order that
such institution or facility may qualify (either upon
initial certification or upon recertification) as a
hospital, nursing facility, or hone health agency (as
those terns are enployed in this title) shall be -
EU|Ity of a felony and ugon conviction thereof shall ~§ﬁ§

e fined not nore than $25,000 or inprisoned for not W
more than five (5) years, or both
VWhoever knomnn?Iy and willfully--

(1) charges, Tor any service provided to a
patient under a State plan approved under this
title, nDne% or other consideration at a rate in
excess of the rates established by the State, or
. éZ),chargeS, solicits, accepts, or recelves,
In addition to any amount otherw se required to
be paid under a State plan aPproved under this
title, any gift, nmoney, donation, or other
consi deration (other than a charitable,
religious, or philanthropic contribution from an
organi zation or froma person unrelated to the
patient)-- o o

~ (A) as a precondition of admtting a
patient to a hospital, nursing facility, or
~(B) as a requirenment for the patient's
conti nued sta% In such a facility, .
when the cost of the services provided therein to
the patient is paid for (in whole or in part)

under the State plan, o
shal | be Ul|t% of a felony and upon conviction
thereof shall Dbe fined not nore than $25,000 or
inprisoned for not nore than five (5) years, or both. “)
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I1l. Conditions of Participation
A. General Information

Effective July 1, 1991, Targeted Case Managenent
Services for Adults with chronic nmental illness became
available for adults age eighteen (18) and over. Case
management services are defined as services which wll
assist the targeted population (adults with chronic
mental illness) in gaining needed access to nedical,
soci al, educational, and other support services.

B. Provider Qualifications
Provider participation is limted to the fourteen (14)
Regi onal Mental Health/Mental Retardation Centers, as
licensed in accordance with the requirenents set forth
in 902 KAR 20:091.

The followi ng participation forns are required to be
conpl eted by each provider of services:

(1) Provider Agreement (NAP-343)
(2) Provider Information Sheet (MNAP-344)

After receipt of these conpleted forms, the Departnent
for Medicaid Services (Dvs) shall assign a_Prpvider
number to be used for identification and billing

pur poses.

C Case Manager Qualifications
The case manager shall have, at a m ni mum

(1) A Bachelor of Arts or Science Degree in any
of the behavioral sciences from an _
accredited institution. Behavioral Sciences
I ncl udes psychol ogy, social work, sociology,
human services, and special education; an

(2) One (1) year of experience in performng
case nana?enent services or working with the
chronically nmentally ill population. A
Master's Degree in a behavioral science nay
substitute for the one (1) year of
experience.

TRANSM TTAL #1 Page 3.1
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(4)

(6)

NOTE:  Persons emploved as Case Managers as
of July 1, 1991 (the-inplementation date of
this progranm) shall be considered
"grandfathered", wth regard to the one (1)
year of experience requirement; however, the
m ni num educational requirenment nust be

nmet. For case nanagers enployed on or after
July 1, 1991, the one year of experience

shal | be required.

Conpl eted a case nanagenment certification
Eéogran1offered and approved Ré t he
artnent for Mental Health/Mental
Retardation or the Department for Socia
Services, Wthin six (6) nonths of his

enpl oyment date; and

In addition to the above, the case manager
shal | Dbe supervised for one (1) year by a
mental health professional; i.e.
épsychlatrlst, Bé chol ogi st, Master's |eve
oci al Worker ( _8@, psychiatric nurse, or
prof essi onal eqU|vaIenty. The Supervi sor
shal | have to conplete the required case
managenent certification program

Supervision is to be perforned at |east once
a nmonth, both individually (per client -
treatnment plan) and in group (resource

devel opnent) .

Case managers shall deliver only case
managenent services, regardless” of whether
they are enployed as part-tine or full-time
enmpl oyees.

The recommended case load size is 25-30:1
for a full-tine case manager. The naxinum
case |l oad shall be 35.

TRANSM TTAL #1
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D. Cient Qualifications

Targeted case nmanagenent services for adults with
chronic nental illness shall be limted to
Medicaid-eligible adults age 18 and over who neet the
followng criteria:

1) As defined in KRS 210.005, "chronic" (nenta
i1l ness) means that clinically significant
synmptonms of mental illness have persisted in the
i ndividual for a continuous period of at |east
two (2) years, or that the individual has been
hospitalized for mental illness nore than once in
the last two (2) years, and that the individual
is presently and significantly inpaired in his
ability to function socially or occupationally or
bot h; and

2) Have a diagnosis of a najor nmental disorder
(ot her than substance abuse or nental retardation
e as the sole diagnosis) as included in the
: j) DSM I 1IR classification under Schizophrenic
h Di sorder, Psychotic Disorders, Mod Disorder,
Organic Mental Disorders or Del usional (Baranoid)
Disorders. Personality disorders shall be
consi dered only when information and history
depict that the individual exhibits persistent
disability and significant inpairnent in najor
areas of community Iiving.

E. Cient Records

Cient records shall substantiate the services billed
to Medicaid. Records shall include the type of case
managenent service provided, the date of service,

pl ace of service, and the person providing the case
managenent service. Al records shall be personally
signed or co-signed and dated by the client's case
manager .

\“;'TRANSNITTAL #1 Page 3.3
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Cient records nust be naintained for a m nimm of
five (5) years and for any additional time as nmay be
necessary in the event of an audit exception or other
dispute. The records and any other information
regardi ng paynents clained nust be maintained in an
organi zed central file and furnished to the Cabinet
for Human Resources upon request and made avail able
for 'inspection and/or copying by Cabinet personnel

The client's record shall designate in sone nmanner the
four (4) service contacts required each nonth for

Medi caid targeted case nmanagenent services. This
shall be audited in a post-paynent review.

F. Termnation of Provider Participation

907 KAR 1:220 regulates the terns and conditions of
provi der partici%atlon and procedures for provider
aﬁpeals. The Cabinet for Human Resources deternm nes
the ternms and conditions for participation of vendors
in the Kentucky Medicaid Program and may suspend,
termnate, deny or not renew a vendor's provider

agreement for "good cause." "Cood cause" is defined

as:

1. M srepresenting or concealing facts in order to
receive or to enable others to receive benefits;

2. Furni shing or ordering services under Medicaid
that are substantially in excess of the
recipient's needs or that fail to neet _
prof essional |y recognized health care Standards;

3. hAsrePresenting factors concerning a facility's
qualitications as a provider;

4. Failure to conply with the terms and conditions
for vendor participation in the programand to
effectively render services to recipients; or

5. Submtting false or questionable charges to the

agency.
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The Kentucky Medicaid Program shall notify a provider
in witing at least thirty (30) days prior to the
effective date of any decision to termnate, suspend,
dﬁn Iortntot renew a provider agreenent. The notice
shal | state:

1. The reasons for the decision;
2. The effective date;

3. The extent of its applicability to participation
in the Medicaid Program

4, The earliest date on which the Cabinet wll
accept a request for reinstatenent;

B. The requirenments and procedures for
reinstatenent; and

~:) 6. The appeal rights available to the excluded party.

The provider receiving _such notice nay request an
evidentiary hearing. The request shall be in witing
and made wthin five (5) days of receipt of the notice.

The hearing shall be held within thirty (30) days of
receipt of the witten request, and a decision shall
be rendered within thirty (30) days frgmthe date ?H
evidence and testinmony iS subm_tted. fechnical rules
of evidence shall not .applgl. ~ The hearing shall be
held before an inparti al eC|S|on-na§ﬁr agR0|nted by
t he Secretarﬁ for Human Resources. nen af .
evidentiary hearing is held, the provider is entitled
to the follow ng:

1. Tinely witten notice as to the basis of the
adverse decision and disclosure of the evidence
upon which the decision was based;

2. An opportunity to apﬁear in person and introduce
SV|dence to refute the basis of the adverse
eci si on;
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3. Counsel representing the provider;

4, An opportunity to be heard in person, to call
wi tnesses, and to introduce docunentary and ot her
demonstrative evidence; and

5. An opportunity to cross-exam ne W tnesses.

The written decision of the inpartial hearing officer
shal | state the reasons for the decision and the

evi dence upon which the determnation is based, The
decision of the hearing officer is the final decision
of the Cabinet for Human Resources.

These procedures apply to any provider who has

received notice fromthe Cabinet of termnation

suspension, denial or non-renewal of the provider

agreenent or of suspension from the Kentucky Medicaid

Program except in the case of an adverse action taken

under Title XVIII (Medicare), binding upon the .

Medi caid Program Adverse action taken against a @ﬁ%

Réoylder under Medicare shall be appeal ed through e
di care procedures.
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V.  Services Covered
A Definition of Case Managenent

Case Managenent services are defined as services which
will assist the targeted population (adults wth
chronic nmental illness) in %aining needed nedi cal
educational, social, and other support services.

These services are performed by qualified case
managers and shall i ncl ude:

(1) Awitten conprehensive needs assessnent which
shal | be obtained by face-to-face contact wth
the client, and other famly nenbers, as
indicated. The assessment shall include, but not
be limted to, the follow ng:

(a) Identifying information (living
arrangenments, emergency contacts, source of
rfg assessnent information, MAID #, if known);

(b)y Famly life (ability to function and
interact with other famly menbers);

(c) Physical health (note any health problens or
concerns, treatments, medications,
handi caps, etc.);

(d) Enotional health (behavior problem alcohol/
subst ance abuse, etc. This can be further
defined in the treatnent plan.);

(e) Social relationships (support, friends,
fam |y, volunteers, recreation, etc.);

(£) Physical environment (safety, cleanliness,
accessibility, etc.);

(g) Self-care (activities of daily Iiving,
ability to care for one's own needs,
functional assessnment skills and skills

deficits);
(h) Educational status (educational needs,
,;) vgpﬁflfnal needs, prognosis for enploynent
. skills);
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(i) Legal status (guardi an, conservatorship,
i nvol venent wth the |egal system etc.);

(j) Financial Resources (client's incone or
ot her resources;) and

(k) Community Resources (services available in
the client's community which could be
accessed.)

2. Assi stance in the devel opnment of the client's
treat ment plan;

3. Coordination of and arranging for needed services
as identified in the client's treatnment plan;

4. Assisting the client in accessing all needed
services (Medicaid and non-Medicaid covered) as
provided by a multiplicity of agencies and
prograns;

5. Monitoring the client's progress through the full
array of services by:

(a) Making referrals;

(b) Tracking the client's appointnents;

(c) Renoving an% barriers which mght prohibit
access to the recommended programs or
Servi ces;

(d) Performng followup on services rendered to
assure the services are received and neet
the client's needs;

(e) Performng periodic re-assessments of the
client's changing needs; and

(f) Educating the client or others of the value
of early intervention services and treatnent

prograns.
6. Perfornin%_advocacy activities on behalf of the
client. he case manager may intercede to assure

appropriate, timely, and productive treatnent
modal 1 ties;
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1. Establ i shing and maintaining current client
records, docunmenting contacts, services needed,
client's progress, and any other information as
may be required;

8. Providing case consultations as required (i.e.
consulting with a service provider to assist in
determning the client's progress, etc.); and

9. Providing crisis assistance (i.e. intervention on
behal f of the client, making arrangenments for
energency_referrals and treatnent, and
coordination of any other needed emergency
services).

The treatnment plan, as developed in response to the
case manager's needs assessnent and ot her techniques
used for evaluation purposes by service providers,
shall be nonitored by the case manager

Wiile the case manager is not responsible for
devel oping the client's treatnent plan, it is the
responsibility of the case manager to document:

1) all needed services,

2) anticipated dates of delivery,

3) all services arranged,

4) followup on services, and

5) unnet needs and service gaps.
B. Limtations on Case Managenent Services

Case management services do NOT incl ude:

(1) The actual provision of nmental health or other
services or treatments;

(2) Qutreach activities to potential clients;
(3) Administrative activities associated with

Medicaid eligibility determ nations, processing,
etc.;
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V. Rei nbur sement

A

Payment

Rei mbursenent for Targeted Case Managenent Services
for Adults with chronic nental illness shall be a
cost-based system utilizing an interimrate based on
projected cost the first year with a year-end cost
settlement., This nethodol ogy shall be reassessed
prior to the beginning of year two.

Paynent shall be nmade when four_(4) service contacts
have occurred during a nonth. Two' (2) of the contacts
shall be face-to-face with the client and the other
two (2) contacts shall be by telephone or face-to-face
with or on behalf of the cli‘ent.

The unit of service shall _be defined as one (1? uni t
equal i ng one (1? nonth. The interimrate shall be the
provider's usual and customary chaK%e up to a maximm
of $150.00 per client per nonth. more than one (1)
payment per client per nmonth shall be made and this
paynment shall represent payment in full for all case
management services provided to the client durln% a
nonth. The payment amount shall not vary with the
nature or the extent of the case nmanagenent services
bei ng provi ded.

AFpro riate docunmentation shall be maintained in the
client's record of all case managenent services
performed and billed.

Third Party Coverage
L. Genera

To expedite the Medicaid clains processing
payment function, the provider of services shall
actively Part|0|pate in the identification of
third party resources for payment on behal f of
the client. At the time the provider obtains
Medicaid billing information from the client, he
shal | determne if additional resources exist.
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Providers have an obligation to investigate and
to report the existence of other insurance or
liability. The provider's cooperation wll
enabl e the Kentucky Medicaid Program to function
efficiently.

Identification of Third Party Resources

“pursuant to KRS 205.662, prior to billing the

Kentucky Medicaid Program all participating
roviders shall submt billings for services to a
hird party when the provider has prior know edge

that a third party may be liable for payment of

the services.

In order to identify those clients who may be
covered through a variety of health insurance
resources, the provider shall inquire if the
client neets any of the follow ng conditions:

If the client is married or working,
I nqui re about possible health insurance
through the client's or spouse's enployer;
-1f the client is a mnor, ask about

i nsurance the MOTHER FATHER, or GUARDI AN
may carry on the client; o

-In cases of active or retired mlitary
personnel, request information about

CHAMPUS coverage and social security nunber
of the policy holder; .

-Ask if the client has health insurance such
as a CANCER, ACCI DENT, or | NDEMNITY policy,
GROUP health or |NDIVIDUAL insurance, etc.

Exam ne the client's MAID card for an insurance
code. If a code indicates insurance coverage,
question the client further regarding the

i nsurance.
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Forward the claimand TPL Lead Formto:

EDS

P. 0. Box 2009
Frankfort, KY 40602
ATTN: ~ TPL Uni t

*If proof of denial for the same client for the
same or related services fromthe carrier is
attached to the Medicaid billing, clainms
processing can proceed. The denial cannot be
more than six (6) nonths ol d.

*A letter fromthe provider indicating that he
contacted the insurance conpany and spoke with an
agent to verify that the recipient was not
cFvered, can also be attached to the Medicaid
claim

Medi cai d Payment for Clainms Involving a Third
Party

Claims neeting the requirenents for payment shall
be paid in the followng manner if a third party
payment is identified on the claim

The amount paid by the third Farty shal | be
deducted from the Medicaid allowed anount and the
difference paid to the provider. If the third
party pa¥nEnt anpunt exceeds. the Medicaid allowed
amount, the resulting Medicaid payment shall be
zero. Cients cannot be billed for any
difference between the billed amount and the

Medi cai d paynent anount. Providers'shall accept
Medi cai d paynment as paynent in full.

If aclaimfor a client is Payable by a third
party resource which was not pursued by the
provider, '"the claim shall be denied. Aong wth
a third party insurance denial explanation, the
name and address of the insurance conpany, the
name of the policy holder, and the policy nunmber
shall be indicated on the Remttance Statenent.
The provider shall pursue payment with this third
party resource before billing Medicaid again.
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|f you have any questions, please wite to EDS
P.Q Box 2009, Frankfort, Kentucky 40602,
Attention: TPL Unit, or call (800) 756-7557.

5. Acci dent and Work Related d ains

For claims billed to Medicaid that are related to
an accident or work-related incident, the

provi der shall pursue information relating to the
accident. If an attorney, enployer, individual

or an insurance conpany is liable for paynent,
paynment nust be pursued fromthe liable party.

If the liable party has not been determ ned,
attach copies of any information obtained, such
as the names of attorneys, other involved parties
and the recipient's enployer to the claim when
submtting to EDS for Medicaid payment.

C. Duplicate or |nappropriate Paynments

Any duplicate or inappropriate paynent by Medicaid,
whet her due to erroneous billing or payment system
faults, shall be refunded to Medicaid. Refund checks
shal | be made payable to "Kentucky State Treasurer”
and sent imediately to:

EDS

P. 0. Box 2009

Frankfort, KY 40602

ATTN Fi nanci al Services Unit

Failure to refund a duplicate or inappropriate payment
could be interpreted as fraud or abuse, and may result
in prosecution.

D. KenPAC/ Lock-1n

Certain Medicaid recipients are assigned to a patient
manager through the KenPAC or Lock-1n prograns.
Specific prior-authorization by these patient nanagers
is NOT required for a KenPAC or Lock-In recipient to
receive Targeted Case Managenent Services.
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vi. Conpletion of Oaim Form

A CGeneral Information

1

Cainms shall be submtted on the standard "Health
| nsurance C aim Form," HCFA-1500 (12/90).
Information entered on this form nust be data
entered for the claim to be processed; therefore,
it is inportant that all information supplied is
conplete and legible. Typing the claimformis
recommended, although clear, legible handwiting
is acceptable. Cdains may also be submtted
electronically. Contact EDS to obtain
instructions on how to bill electronically.

According to federal policy, clains shall be
submtted to Medicaid wthin twelve (12) nonths
of the date of service or within six (6) nonths
of the Medicare paynment date, whichever is |onger.

Billing Instructions for aims with Service
Dates Over One Year dd

Medi cai d clains shall be filed within one (1)
year of the date of service. Medicaid/ Mdicare
crossovers shall be filed within one (1) year of
the date of service OR within six (6) nonths of
the Medicare paid date, whichever is l[onger. To
process clains beyond this [imt you nmust attach,
to EACH claim forminvol ved, a copy of an

i n-process, paid, or denied Remttance Statenent
no nore than 12 nmonths of age which verifies that
the original claimwas submtted within 12 nonths
of the service date.

Copi es of previously submtted claim forns,
providers' in-house records of claimsubmttal,
and letters which merely detail filing dates are
NOT acceptabl e docurmentation of tinmely billing.
Attachnments shal | Prove that the claimwas
RECEIVED in a tinmely manner by EDS.
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If a claimis being submtted after twelve (12)
nonths fromthe date of service due to the
recipient's retroactive eligibility, a copy of
t he backdated or retroactive MAID card shall be
attached to the claimform

MAI D Nunber

The patient's Kentucky Medicaid Identification
(MAID) card should be checked carefully to verify
the lo-digit MAID nunber, the patient's nane, and
that the card is valid for the period of time in
whi ch services are provided. The "Eligibility
Period" on the MAID card may show nont h-to-nonth
eligibility (e.g. fromo07/01/91 to 08/01/91),
retroactive eligibility (e.g. from06/01/90 to
08/01/91), or specific dates of eligibility (e.g.
fromo07/20/91 to 08/01/91). The "To" date i S not
an eligible date. Paynment cannot be made for
services provided to an ineligible person.

Medi caid Provider Nunber

Al provider records, including Remttance
Statenents and paynents, are maintained by the
conputer system by provider nunber. The ‘correct
8-digit Kentucky Medicaid Provider Nunber shal
be entered on the claimformin field #33 , PIN
#, of the HCFA-1500 (12/90) formto ensure
notification of the status of the clains and
correct payment. An incorrect or missing nunber
could result in payment to another provider if
the nunber is a valid provider nunber or failure
of the claimto receive paynent. Since the

Rem ttance Statements contain infornmation about
clains by provider nunber, clains with invalid
provider numbers will not appear on Remttance
Statenents.

Procedural Coding for Case Managenent

The procedure code for Case Managenent services
is X0064. Use of this code is [imted to one (1)
per nonth, per client, per provider; however, the
number of contacts per nonth is unlimted.
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B. II:nstructi ons for Conpletion of HCFA-1500 (12/90)
orm

A copy of the HCFA-1500 (12/90) claimform can be
found in Appendix V.
Cainms forms can be ordered from

U S. Government Printing Ofice

Superi nt endent of Docunents

Washi ngton, D.C 20402

Tel ephone: | - 800-621- 8335
Gaims shall be returned or rejected if the REQU RED
information is incorrect or omtted. The follow ng
bl ocks shal |l be conpl et ed:
BLOCK NO. BLOCK DESCRI PTI ON

2 PATI ENT" S NAME

Enter the recipient's last nane, first
name, and mddle initial exactly as it
appears on the current Medi cal

Assi stance ldentification (MAID card.

9A OTHER | NSURED S PCOLI CY OR GROUP NO

Enter the client's ten-digit Medical
Assi stance ldentification (MAID) nunber
exactly as it appears on the current
MAI D card.

10B, C ACCI DENT
Check the appropriate block if

treatment rendered was necessitated by
some form of accident.

TRANSM TTAL #2 Page 6.5



CABI NET FOR HUMAN RESOURCES
DEPARTMENT- FOR MEDI CAI D SERVI CES

TARGETED CASE MANAGEMENT SERVI CES ADULTS NMANUAL
T SECITON VI - OOWLENMTON OF TATMFORM

11 NSURED S PQLI CY GROUP OF FECA NUMBER

Conplete if the recipient has aﬁy ki nd
of private health insurance that has
made a paynent, other than Medicare.

11C | NSURANCE PLAN NAME OR PROGRAM NAME
Enter the insurer nane and policy
nunber

19 RESERVED FOR LOCAL USE

Required for KenPac and Lock-In
recipients who are referred for
treatment. Enter the eight-digit
Medi cai d provider nunber of the
referring KenPac or Lock-1n provider.

21 DI AGNCSI S CODE
Enter the appropriate DSMII1-R _
di agnosis code for the diagnosis which

the services billed are being rendered
as treatment.

24A DATE OF SERVI CE

Enter the date on which each service
was rendered in nonth, day, year
sequence, and nuneric format. For
exanple, April 18, 1992 woul d be
entered as 04/18/92.

24B PLACE OF SERVI CE
Enter the appropriate two-digit place
of service code identifying where the
services were performed. Place of

service code for case nmanagenent
services wll be 99-other.

24D PROCEDURE CCDE

;) Enter the five (5) digit procedure code
h X0064.
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24E DI AGNCSI S CCDE | NDI CATOR

Transfer m"iv, »2", "3", or "4" from
field 21 to indicate which diagnosis is
being treated. Do not enter the actua
di agnosis code in this field.

24F PROCEDURE CHARGE

Enter your usual and customary charge
for case managenent services.

24H EPSDT FAM LY PLAN -

Enter a "y" if the treatment rendered
was a direct result of the Early and
Periodic Screening, Diagnosis and
Treat ment Program

26 PATI ENT" S ACCOUNT NO

Enter the patient account nunber, if
desi red. DS will key the first seven
or fewer digits. This nunber wll
aﬁpear on the Remttance Statement as
t he invoi ce nunber.

28 TOTAL CHARGE

Enter the total charges of the
i ndi vidual charges listed in colum 24F.

29 AMOUNT PAI D
Enter the anount received by private
insurance. If no private insurance
paynent, |eave bl ank.

30 BALANCE DUE

Enter the anount received from
B?dlﬁare, if any, otherw se, |eave
ank.
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A, Correspondence Forns Instructions

., TYPE OF -
| NFORVATI ON TI ME FRAME
REQUESTED FOR | NQUI RY MAI LI NG ADDRESS
[ nquiry 6 weeks after EDS
billing P.O Box 2009
Frankfort, KY 40602
ATTN: Provider Relations
Uni t
Adj ust nent [ mredi atel y EDS
P. 0. Box 2009
Frankfort, XY 40602
ATTN: Fi nanci al
Services Unit
Ref und [ mredi atel y EDS
P. O Box 2009
) Frankfort, KY 40602
- ATTN: Fi nanci al
Services Unit
TYPE OF
| NFORVATI ON
REQUESTED NECESSARY | NFORMATI ON
I nquir 1. Conpleted Inquiry Form
aurry 2. RerrTnpt tance Statenment and Medicare
EOVB, when applicable
3. Ot her supportive docunentation,

when needed, such as a phot ocopy
of the Medicaid claimwien a claim
has not appeared on an Remttance
Statenent within a reasonable
anount of time
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TYPE OF
| NFORMATI ON
REQUESTED NECESSARY | NFORMATI ON
Adj ust nent L. Conpl eted Adj ustnment Form
2. Corrected claim .
3. Photocopy of the applicable
portion of the Remttance
Statenent 1n question
Ref und Ref und Check

N -
o e

Phot ocopy of the applicable
ortion of the Remttance
tatenent in question

3. Reason for refund-Kk.

B. Tel ephoned Inquiry Information
VWHAT | S NEEDED?

- Provi der number

-Patient's Medicaid nunber
-Date of service

-Bi Il ed anount

-Your name and tel ephone nunber

VWHEN TO CALL?

-Wien claimis not showing on paid, pending or denied
sections of the Remttance Statement within 6 weeks
-\Wen the status of clainms is needed and they do not
exceed five in nunber

VWHERE TO CALL?

-Tol | -free nunber |-800-333-2188 (w thin Kentucky)
- Local (502) 227-2525
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c. Filing Limtations
NEW CLAI M5

VEDI CARE/ MEDI CAI D
CROSSOVER CLAI Ms -

TH RD- PARTY
LI ABI LI TY CLAIMS -

12 nonths from date of service

12 months from date of service

NOTE: If the claimis
received by EDS nore than 12
months from the date of
service, but less that 6
months from the Medicare

adj udi cation date, EDS
considers the claimto be
within the filing limtations
and wi |l proceed with clains
processi ng.

12 months from date of service

NOTE: |f the insurance
conpany has not responded
within 120 days of the date a
claimis submtted to them
submt the claimand TPL Lead
Form to EDS indicating "NO
RESPONSE FOR OVER 120 DAYS"
from the insurance conpany.

ADJUSTMENTS 12 nonths form date the paid
cl ai m appeared on the
Rem ttance Statenent.
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D. Provider Inquiry Form

The Provider Inquiry Form should be used for inquiries
to EDS regarding paid or denied claims, billing
concerns, and cfaimstatus. (If requesting nore than
one claimstatus, a Provider Inquiry Form should be
conpl eted for each status request.)  The Provider

I nquiry Form should be conpleted in its entirety and
mailed to the follow ng address:

EDS
P. 0. Box 2009
Frankfort, KY 40602

Supplies ofthe Provider Inquiry Form may be obtained
by mg|t|n% to the above address or contacting the EDS
Provi der Relations Unit at |-(800)-333-2188 or

| - (502) - 227- 2525.

Please remt BOTH copies of the Provider Inquirg Form
5“ to EDS. Anyadditional documentation that would help
J. clarify your inquiry should be attached. EDS will
enter their response on the formand the yellow copy
will be returned to the provider

It is NOT necessary to conplete a Provider Inquiry
Form when resubmtting a denied claim

Provider Inquiry fornms may NOT be used in lieu of
Medi caid claimforms, adjustnent forns, or any other
docunent required by Medicaid.

In certain cases it may be necessary to return the
inquiry formto the provider for additional
information if the inquiry is illegible or unclear
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Followng are field by field instructions for conpleting the
Provider Inquiry Form

FI ELD NUMBER | NSTRUCTI ONS

1 Enter your 8-digit Kentucky Medicaid
Provi der Nunber.

2 Enter your Provider Name and Address.

3 Enter the Medicaid Recipient's Name as it
appears on the Medicaid |I.D. Card.

4 Enter the recipient's lo-digit Medicaid ID
nunmber .

5 Enter the Billed Amunt of the claimon
whi ch you are inquiring.

6 Enter the Caim Service Date(s).

1 |f you are inquiring in regard to an

in-process, paid, or denied claim enter the
d?te of the Remttance Statenent listing the
claim

If you are inquiring in regard to an

I n-process, paid, or denie cIaln?.enter t he
13-digit internal control number listed on
the Remttance Statenent for that particular

claim

9 Enter your specific inquiry.

10 Sign your name and the date of the
inquiry.
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E. Adj ust ment Request Form

The Ad{ ustnment Request Formis to be used when Thi
requesting a change on a Frew ously paid claim IS
does not 1nclude denied clains or clains returned to

the provider for requested additional information or
docunent at i on.

For pronpt action and response to the adjustnent
requests, please conplete all itens. A CORRECTED
CLAIM AND THE APPROPRI ATE PAGE OF THE REM TTANCE
STATEMENT MUST BE ATTACHED TO THE ADJUSTMENT REQUEST,
FOtRl\/l dlf itens are not conpleted, the form may be
ret urned.

FI ELD NUMBER DESCRI PTI ON

1 Enter the 13-digit Internal
Control Nunber tor the particular
claimin question.

2 Enter the recipient's name as it
appears on the Remttance
Statenent (last name first).

3 Enter the conplete recipient
i dentification nunber as it
aPpears on the Remttance
Statenent. The conpl et e Medicaid
nunber contains 10 digits.

4 Enter the provider's nane, address
and conpl ete provider nunber.

5 Enter the "From Date of Service"
for the claimin question.

6 Enter the "ro Date of Service" for
the claimin question.

7 Enter the total charges submtted
on the original claim
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FI ELD NUMBER DESCRI PTI ON

8 Enter the total Medicaid paynent
for the claimas found under the
"Clains Paynment Amount" colum on
the Remttance Statenent.

9 Enter the Remttance Statenent
date which is found on the top
| eft corner of the remttance.
Pl ease do not enter the date the
payment was received or posted.

10 Specifically state WHAT is to be
adjusted on the claim (i.e. date
of service, units of service).

11 Sﬁecifically state the reasons for
the request” adjustnent (i.e,
miscoded, overpaid, underpaid).

12 Enter the name of the person who
conpl eted the Adjustment Request
Form

13 Enter the date on which the form
was submtted.

Mail the conpleted Adjustnent Request Form a
corrected claim and Remttance Statement to the

address on the top of the form

To reorder these fornms, contact the Provider Relations
Unit:

EDS
P. O Box 2009
Frankfort, KY 40602

Be sure to specify the nunber of forns you desire.
Al'low 7 days for delivery.
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VITl. REM TTANCE STATEMENT
A CGener al

The EDS Remttance Statement (or Remttance Advice)
furnishes the provider with an explanation of the
status of those clains EDS processed. The Remttance
Statement acconpani es the paynent check and is divided
into six sections.

The first section provides an accounting of those
claims which are being paid by Medicaid with the
acconpanyi ng paynent check.

The second section provides a list of clains which
have been rejected (denied) in total by Medicaid with
the correspondi ng Explanation of Benefit (EOB) code.

The third section provides a list of claims EDS
received which did not conplete processing as of the
date indicated on the Remttance Statenent.

The fourth section provides a list of clains received
by EDS that could not be processed as the result of
inconplete claiminformation. These clains have been
returned to the provider along with a cover letter

t han expl ains-the reasons for the return.

The fifth section includes the summation of claims
EfynEnt activity as of the date indicated on the

em ttance Statement and the year-to-date clains
payment activities,

The sixth section provides a |ist of the EOB codes
whi ch appeared on the dated Remttance Statement with
the corresponding witten explanation of each EOB code.

Cainms a pearin% in any section of the Remttance
Statement will Dbe in al phabetical order according to
the patient's |ast nane.
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| TEM

| NVOl CE
NUMBER
RECIPIENT
NAME

RECI Pl ENT
NUMBER

| NTERNAL
CONTRCL  NO.

CLAIM SVC
DATE

Section | - Paid Cains

An example of the first section of the Remttance,
Statement is shown in Appendix VI-P.1. This section
lists all of those clains for which paynent is being
mde. On the pages imediately following are
Itemby-item explanations of each individual entry
appearing on this section of the Remttance Statenent.

EXPLANATI ON OF REM TTANCE STATEMENT
FOR PROVI DER SERVI CES

The preprinted invoice nunber (or patient account
nunber) appearing on each claimformis printed
in this colum for the provider's reference

The name of the recipient as it appears on the
Department's file of-eligible Medicaid recipients

The Medicaid |.D. Number of the recipient as
shown on the claimform submtted by the provider

The internal control nunber (ICN) assigned to the
claimfor identification purposes by EDS

The earliest and |atest dates of service as shown
on the claimform

TOTAL CHARGES The total charges billed by the provider for the

services on this claimform

CHARGES NOT Any portion of the provider's billed charges that

COVRD

AMTI.  FROM
OTHER SRCS

are not being paid, (examples: rejected Tine
item reductron in billed anount to allowed
charge)

The anount indicated by the provider as received
froma source other than the Medicaid Program for
services on this claim
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CLAIM PMT
AMOUNT

EOB

LI NE NO

PS

PRCC
QTY

LINE | TEM

LINE ITEM

The anount being paid by the Mdicaid Programto
the provider for this claim

For expl anation of benefit code, see back page of
Rem ttance Statenent

The nunber of the line on the claimbeing printed

Pl ace of service code depicting the location of
the rendered service

The procedure code in the line item

The nunmber of procedures/supply for that line
I tem charge

The charge submtted by t
CHARGE procedure in the |

PMT The amount being paid by the Medicaid Programto
the provider for a particular line item

he provider for the
ine item

Section Il - Denied C ains

The second section of the Remttance Statement appears
whenever one or nore clains are rejected in total.

This section lists all such clains and indicates the
EOB code explaining the reason for each claim
rejection. Appendix VI.-P.2.

Al items printed have been previously defined in the
descriptions of the paid clainms section of the
Rem ttance Statenent.
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D. Section Il - Cains in Process

The third section of the Remttance Statenent
(Appendi x VI-P. SZ) lists those clains which have been
received by EDS but which were not adjudicated as of
the date of this report. A claimin this category
usuall)() has been suspended from the normal processing
cycle because of data errors or the need for further
review. A claimonly appears in the Cainms in Process
section of the Remttance Statement as long as it
remains in process. At the time a final determnation
can be made as to claim disposition (gayrrpnt or
rejection), the claimwll appear in Section | or II

of  the Rem ttance Statenent.

E. Section |V - Returned C ains

The fourth section of the Remttance Statenent
(Appendix VI-P.4) lists those clains which have been
received by EDS and returned to the provider because
required information is missing fromthe claim  The
claimhas been returned to the provider with a cover
sheet which indicates the reason(s) that the claim has
been returned.

F. Section V - Clainms Paynent Summary

This section is a summary of the clains payment
activities as of the date indicated on the Remttance
Statenent and the year-to-date (YTD) clains paynent
activities. (Appendix VI-P.4).

CLAIMS PAID'DENIED the total number of finalized clainms which
have been determned to be denied or paid by
the Medicaid Program as of the date
I ndicated on the Remttance Statement and
YTD sunmation of claim activity

AMOUNT PAID the total amount of claims that paid as of
the date on the Remttance Statement and the
YTD summation of payment activity
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W THHELD AMOUNT the dollar anount that has been recouped by
‘Medicaid as of the date on the Remttance
Statenent (and YTD summation of recouped

noni es)
NET PAY AMOUNT the dollar anount that appears on the check
CREDI T AMOUNT the dollar anount of a refund that a

provider has sent in to EDS to adjust the
1099 ampunt (this amount does not affect
claims paynent; it only adjusts the 1099
amount)

NET 1099 AMOUNT the total anount of noney that the provider
has received from the Medicaid Program as of
the date on the Remttance Statement and the
YTD total nonies received, taking into
consi deration recoupments and refunds

G. Section VI - Description of Explanation Codes

Each EOB code that appears on the dated Remttance
Statenent has a correspondynP witten explanation
pertaining to payment, denial, suspension and return
for a particular claim (Appendix VI-P.5).
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AMBULATORY SURG CAL CENTER SERVI CES

Medi cai d covers nedically necessary services perforned in
anbul atory surgical centers.

Bl RTHI NG CENTER SERVI CES

“Covered birthing center services include an initial prenatal
visit, followup prenatal visits, delivery and up to two (2)
fol l owup postnatal visits within four (4) to six (6) weeks of
the delivery date.

DENTAL SERVI CES

Coverage shall be limted but include cleanings, oral

exam nations, X-rays, filling, extractions, palliative treatnent
of oral pain, hospital and energency calls for recipients of all
ages. her preventive dental services (i.e. root canal

therapy) and Conprehensive Othodontics are also available to
reci pients under age twenty-one (21).

DURABLE MEDI CAL EQUI PMENT

Certain nedically-necessary itenms of durable nedical equipnent,
orthotic and prosthetic devices shall be covered when ordered
a physician and {:).row ded by suppliers of durable nedical ,
equi pment, orthotic and prosthetics. Mst itens require prior
aut hori zati on.

EARLY PERI ODI C SCREENI NG, DI AGNOSI S, AND TREATMENT ( EPSDT)

Under the EPSDT ﬁrogram Medi caid-eligible children, from birth
through the birth nonth of their twenty-first (21) birthday may
receive the followng tests and procedures as appropriate for

age and health history when provided by participating providers:

Medi cal Hi story

Physi cal Exam nation

G owth and Devel opment Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated . .
Assessment or Updating of |nmmunizations
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FAM LY PLANNI NG SERVI CES

Comprehensive famly planning services shall be available to al

eligible Medicaid recipients of childbearing age and those

mnors who can be considered sexually active. ~These services

shal | be offered through participating agencies such as |ocal
county health departments and independent agencies, i.e.,

Pl anned Parenthood Centers. Services also shall be available

through private physicians.

A compl ete physical exam nation, counsel|nP contraceptive,
education and educational materials, as well as the prescribing
of the appropriate contraceptive method, shall be available
through the Fam |y Planning Services el ement of the Kentucky
Medi caid Program = Followup visits and emergency treatments
al so shall be provided.

HEARI NG SERVI CES

Hearin% eval uations and single hearing aides, when indicated,
shall be paid for by the EroPran1for,eJ|g|bIe recipients, to the
age of twenty-one (21). ol fowup visits, as well as check-up
visits, shall be covered through the hearing services elenent.
Certain hearing aid repairs shall also be paid through the
program

HOVE HEALTH SERVI CES

Skilled nursing services, physical therapy, speech thera%%,
occupational t eraPK, and aid services shall be covered when
necessary to help the patient remmin at home. Medical social
wor ker services shall be covered when provided as part of these
services. Home Health coverage also includes disposable medica
supplies.  Coverage for home health services shall not be
limted by age.

HOSPI CE

Medi cai d benefits include reinbursement for hospice care for

Medi caid recipients who neet the eligibility criteria for

hospi ce care, Hospice care provides to the termnally ill

relief of pain and synptoms. Supportive services and assistance
shall also be provided to the patient and famly in adjustnent
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to the patient's illness and death. A Medicaid recipient who
el ects to receive hospice care waives all rights to certain
separately available Medicaid services which shall also be
included 1n the hospice care scope of benefits.

HOSPI TAL  SERVI CES
| NPATI ENT SERVI CES

Kentucky Medicaid benefits include reinbursement for adm ssions
to acute care hospitals for the management of an acute illness,
an acute phase or conplications of a chronic illness, injury,

| npai rment, necessary dla%POStIC procedures, maternity care; "and
acute Bsychlatrlc care. | _non-energency hospital adm ssions
shal| be preauthorized by a Peer Review Organization, Certain
surgi cal procedures shall not be covered on an inpatient basis,
exceﬁt when a life-threatening situation exists, there is
another primry purpose for adm ssion, or the physician

"™ certifies a _medical necessity requiring adnission to the

hospital . Elective and cosnetic procedures shall be outside the
scope of Pro%ram benefits unless medically necessary or

I ndi cat ed. ei nbursenent shall be limted to a maximum of
fourteen (14) days per adm ssjon except for services provided to
reci pients under "age one (1) in hospitals designated as

di sproportionate share hospitals by Kentucky Medicaid.

OUTPATI ENT SERVI CES

Benefits of the Program elenent include diagnostic, therapeutic,
surgi cal and radiol ogical services as ordered by a physician,
clinic visits, pharmaceuticals covered, emergency room services
In enmergency situations as determned by a physician, and
services of hospital-based enmergency room physicians.

There shall be no limtations on the nunber of hospital
outpatient visits or covered services available to Medicaid
recipients.

KENTUCKY COW SSI ON FOR HANDI CAPPED CHI LDREN

The Conmmi ssion provides nedical, preventive and renedial
services to handicapped children under age twenty-one_(21).
Targeted Case Management Services are also provided. Recipients
of all ages who have hemophilia may also qualify.
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LABORATORY SERVI CES

Coverage of |aboratory procedures for Kentucky Medicaid
participating independent |aboratories includés procedures for
which the |aboratory is certified by Medicare.

LONG TERM CARE FACILITY SERVI CES
NURSI NG FACI LI TY SERVI CES

The Departnent for Medicaid Services shall nake paynent for
services provided to Kentucky Medicaid eligible residents of
nursing facilities which have been certified for participation
in the Kentucky Medicaid Program The need for adm ssion and
continued stay shall be certified by the Kentucky Medicaid Peer
Revi ew Organization (PRO). The Departnent shall  nake paynent
for Medicare deductible and coinsurance amounts for those

Medi cai d residents who are also Medicare beneficiaries.

| NTERVEDI ATE CARE FACI LI TY SERVICES FOR THE MENTALLY RETARDED D
AND DEVELOPMENTALLY DI SABLED (ICF/MR/DD)

The KentucleNbdicaid Program shal | nake paynent to internediate
care facilities for the nEntally retarded and devel opnental |y

di sabled for services provided to Medicaid recipients who are
mentally retarded or developnentally disabled prior to aPe
twenty-two (22), who because of their nental and physica

condi tion require care and services which are not provided by
community resources.

The need for the IcF/MR/DD |evel of care shall be certified by
the Kentucky Medicaid Peer Review Organization (PRO.

MENTAL HOSPI TAL SERVI CES

Rei nbursenent is available for inpatient psychiatric services
provided to Medicaid recipients under age twenty-one (21) and
recipients a%e sixty-five (65) or older in a psychiatric
hospital. There shall be no limt on length of stay; however,
the need for inpatient psychiatric hospital services shall be
verified through the utilization control mechanism
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COMMUNI TY MENTAL HEALTH CENTER SERVI CES

Community nmental health-nental retardation centers serve
recipients of all ages in the comunity setting. Fromthe
center a patient may receive treatnent through

Qut patient Services .
Therapeutic Rehabilitation
Emergency Services

| npatient Services .
Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatnent nay
receive services fromthe comunity nental health centers and
possi bly avoid hospitalization. ere are fourteen (14) nmjor

~centers, with satellite centers available. The Kentucky
Medi caid Program al so reinmburses psychiatrists for psychiatric
services through the physician program

NURSE ANESTHETI ST SERVI CES

Anest hesia services performed by a participating Advance
Regi stered Nurse Prggtitioner -yhbr e Anesphetlgt shapl %e

covered by the Kentucky Medicaid Program
NURSE M DW FE SERVI CES

Medi cai d coverage shall be available for services performed by a
BﬁrL|C|pat|ng Advanced Registered Nurse Practitioner - Nurse

dwi fe. Covered services include an initial prenatal visit,
fol lowup prenatal visits, delivery and up to two (2) followup
post partumvisits within four (4) to six (6) weeks of the
delivery date.

NURSE PRACTI TI ONER
Services by an Advanced Registered Nurse Practitioner shall be

Fayable I f the services provided is within the scope of
i censure.
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PHARMACY SERVI CES

Legend and non-legend drugs from the approved Medicaid .
Qutpatient Drug List when required in the treatment of chronic
and acute illnesses shall be covered. The Department is advised
regardlng the outpatient drug coverage by a fornulary
subconm ttee conposed of persons from the medical and ﬁharnapy
professions. A Drug List is available to individual pharmaciSts
and providers upon request and routinely sent to partlglpatln?
pharmacies and nursing facilities. The Drug List is distributed

quarterly with nonthly updates.

‘Certain other drugs which may enable a patient to be treated on
an outpatient basis and avoid institutionalization shall be
covered for paynent through the Drug Prior Authorization Program

In addition, nursing facility residents may receive other drugs
which may be prior authorized as a group only for nursing
facility residents.

PHYSI Cl AN SERVI CES
Covered services include:

Ofice visits, nedically indicated surgeries, elective
sterilizations*, deliveries, chenotherapy, radiology services,
ener gency-room care, anesthesiol ogy services, hysterectony
procedures*, consultations, second opinions prior to surgery,
assi stant surgeon services, oral surgeon services, psychratric
services.

*Appropriate consent forms shall be conpleted prior to coverage
of these procedures.

Non- covered services include:

Most injections, supplies, drugs (except anti-neoplastic drugs,
sel ected vaccines and Rhogam), cosnmetic procedures, package
obstetrical care, 1ups, diaphragms, prosthetics, various
admnistrative services, mscellaneous studies, post nortem
exam nations, surgery not nedically necessary or indicated.
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PHYSI Cl AN SERVI CES ( CONTI NUATI ON)
Limted coverage:

Certain types of office exanms, such as conprehensive office
visits, shall be [imted to one (1) per twelve (12) nonth
period, per patient, per physician.

PCDI ATRY SERVI CES

Sel ected services provided by l|icensed podiatrists shall be
covered by the Kentucky Medicaid Program  Routine foot care
shal| be covered only Tor certain nedical conditions where the
care requires professional supervision.

PRI MARY CARE SERVI CES

A primary care center is a conprehensive anbulatory health care

‘:> faC|I|t%omh|ch enphasi zes preventive and nai ntenance health

J care. Covered outpatient services provided by Iicensed,
participating primary care centers include nmedical services
rendered by advanced registered nurse practitioners as well as
Ehy3|0|an, dental and optonetric services, famly planning,

PSDT, |aboratory and radlolo?y procedures, pharnacy, ,

nutritional counseling, social” services and health ‘education
Any limtations applicable to individual program benefits shall
be general |y applicable when the services are provided by a
primry care center

RENAL DI ALYSI S CENTER SERVI CES

Renal free-standing djalysis center service benefits include
renal dialysis, certain Supplies and honme equi pnent.
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RURAL HEALTH CLI NI C SERVI CES

Rural health clinics are anbulatory health care facilities
| ocated in rural, nedically underserved areas. The program
enPhaS|zes reventive and maintenance health care for people of
all ages. he clinics, though physician directed, shall also be
staffed by Advanced Registered Nurse Practitioners. The concept
of rural health clinics is the utilization of md-I|evel
Pract|t|oners to provide quality health care in areas where
here are few physicians. Covered services include basic
“diagnostic and therapeutic services, basic |aboratory services,
_emergency Services, services provided through agreement or
“arrangenents, visiting nurse services and other anbul atory
servi ces.

TRANSPORTATI ON  SERVI CES

Medi cai d shall cover transportation to and from Medicaid Program
covered nedical services by anbul ance or other approved vehicles
If the patient's condition requires special transportation

Al'so covered shall be preauthorized non-emergency nedica
transportation tocﬁhy3|0|ans_and ot her non-emergency,
Medicaid-covered nedi cal services when provided by a
participating medical transportation provider. Travel to
pharmaci es shall not be covered.

VI SION SERVI CES

Exam nations and certain diagnostic procedures perforned by
opht hal nol ogi sts and optonetrists shall be covered for
recipients of all ages. Professional dispensing services,
"lenses, frames and repairs shall be covered for eligible
reci pients under age twenty-one (21).

PREVENTI VE HEALTH SERVI CES

Preventive Health Services shall be provided by health
departnents or districts which have witten agreements with the
Department for Health Services to provide preventive and
remedi al health care to Medicaid recipients.
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**SPECI AL PROGRAMS* *

KENPAC:  The Kentucky Patient Access and Care System or KenPAC
Is a special program which links the recipient wth a prinary
physician or clinic for many Medicaid-covered services. Only
recipients who receive assistance based on Aid to Famlies wth
Dependent Children éAFD? or AFDC-related Medicaid Only shall be
covered under KenPAC. The recipient shall choose the physician
or clinic. It is espeC|aJIy.|nPortanL for the KenPAC recipient
to present his or her Medicaid [dentification Card each tine a
service is received.

ALTERNATI VE | NTERMEDI ATE SERVI CES FOR THE MENTALLY RETARDED

The Alternative Intermediate Services for the Mentally Retarded

(AI'S/MR) home and community-based services program provides

coverage for an array of community based services that shall be

an alternative to receiving the services in an internediate care

facility for the nentally retarded and devel opnental Iy disabled
«m ( ICF/MR/DD) |

" HOME AND COMVUNI TY- BASED WAl VER SERVI CES

A hone and conmunity-based services program provides Medicaid
coverage for a broad array of honme and_comunity-based services
for elderly and-disabled recipients. These services shall be
available to recipients who would otherw se require the servijces
inanursing facility. The services became available statew de
effective JUI% 1, 1987. These services shall be arranged for

y

and provi ded home heal th agenci es.

SPECI AL HOME AND COMMUNI TY- BASED SERVI CES MCDEL WAI VER PROGRAM

The Model Waiver Services Program provides up to sixteen (16)
hours of private duty nursing services and respiratory therapy
services to disabled ventilator dependent Medicaid recipients
who would otherwise require the level of care provided in a.
hospital -based nursing facility. This program shall be linited
to no nmore than fifty (50) recipients.
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Progr ans
The Departnent for Social Insurance, Division of Field Services
| ocal office staff have primary responsibility for accepting and
processing aEPI|cat|ons for benefit progranms adm nistered by the
Cabinet for Human Resources, Departnent for Social |nsurance.
These programs, which include eligibility for Medicaid, include:
‘ AFDC (Aid to Famlies with Dependent Children)

AFDC Rel ated Medical Assistance

State Supplenentation of the Aged, Blind, or Disabled

Aged, Blind, or Disabled Mdical Assistance

Refugee Resettlenment Prograns

o ADY I ndividual has the right to apply.for Medicaid and have

A eligibility determ ned. ersons wanting to apply for Medicaid

7 benefits should be referred to the local Department for Socia
Insurance, Division of Field Services office in the county in
which they live. Persons unable to visit the local office my
wite or telephone the local office for information about making
application. ~ For nost programs, a relative or other interested
p?gty may make application for a person unable to visit the

of fice.

In addition to the programs adm nistered by the Departnent for
Social Insurance, persons eligible for the federally
adm ni stered Suppl emental Security Income (SSI) program al so
receive Medicaid through the Kentucky Medicaid Program
Eligibility for SSI is determned by the Social Security
Admnistration. Persons wanting to apply for SSI should be
referred to the Social Security Admnistration office nearest to
the county in which they live.” The SSI program provides
benefits to individuals who neet the federal definitions of age,
bl indness, or disability, in addition to other eligibility
requirements.

fé)\f‘ TRANSMITTAL #1 APPENDI X 11, Page 1



APPENDI X | |
CABI NET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDI CAI D SERVI CES

TARGETED CASE MANAGEMENT SERVI CES ADULTS MANUAL

ELCTEBILTTY TNFORVATTON

MAI D Cards

Medicaid Identification (MAID) cards are issued monthly to
re0|ﬁ|ents with ongoing eligibility. These cards show a
month-to-nonth eligibility period.

Eligible individuals with excess income for ongoing eligibility
may be eligible as a "spend down" case if incurred nedical .
expenses exceed the excess income ampunt. Individuals eligible
as a "spend down" case receive one MAID card indicating the
specific period of eI|g|b|I|t¥. After this eligibility period
‘ends, the person nay reapply for another "spend down"
eligibility period.

MAID cards may show a retroactive period of eligibility.
Dependi ng on the individual circunstances of eligibility, the
retroactive period may include several nonths.

Duplicate MAID cards may be issued_for individuals whose

original card is lost or stolen. The recipient should report
the lost or stolen card to the |ocal Department for Social
Insurance, Division of Field Services worker responsible for the
case.

Verifying Eligibility

The local Department for Social |nsurance, Division of Field
Services staff may provide eligibility information to providers
requesting MAID numbers and eligibility dates for active,

I nactive or pending cases.

The Departnent for Medicaid Services, Eligibility Services
Sect!gn at (502) 564-6885 may also verify eligibility for
provi ders.
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APPENDIX II-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD

(FRONT OF CARD)

Eligibility period isthe month, day and year

of Kentucky Medicaid eligibility represented
by this card, * From* date is first day of
eliiibiii of this card. "To® data is the day
eligibility of this card ends and is not
included as an eligible day.

Department for Social Medical Code
Insurance case number, This hdm'lnwmon::_e
is NOT the Medical Assistance covaray Pe ot insurance
Identification Number overage.

Medical Assistance identification

Number (MAID) is the 10-digit number

required for billing medical services.

N

Members Eigible for Assistance | |DATEOH ||
COMMONWEALTH OF KENTUC Sedical Aasistance
Date " CABINET FOR mmnssounc“ Benefits %‘ i :'o.“% T
card -l _ CASE NUMBER J
was OM: 080190 = Smith, Jane 1234567890 20383 |M
issued To: 07-01-90 037 C 000123456 Smith, Kim 2345678912 211284 | M
N\ /SSUE DATE: /
052700
Jane Smii
400 Block Ave.

Frankfort, KY 40601

iy

ATTENTION: OW THIS CARD TO VENDORS WHEN

PPLYING FOR MEDICAL BENEFITS

SEE OTHER A SIGNATURE

Case name and addrass show to
whom the card is mailed. The name
in this block may be that of a relative
or other interested party and may not
be an eligible member.

MAPSX) REV1AD -

I 7 -1

Name of members eligible for Medical As-
sistance benefits. Only those persons
whose names are in this block are eligible
for Kentucky Medicaid Program benefits.

For
Kentucky Medicaid
Program
Statistical Purposes

Data of Birth shows month and year of
bii of each member. Refer to thii block
when providing services limited o age.

WHITE CARD

TRANSMITTAL #1




APPENDI X 11-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD

(BACK OF CARD)

Information o Providers.
Insurance identfication
codes indicate type of
insurance coverage as
shown on the front of the
cad in ‘Ins.’ block.

VICE RECIPIENT OF SERVICES
b/moﬁgbbmmqmonbd I This card may be used 10 oltain certain services fram panicoating

its of the Kentuciy Medical hoapitals, drug stores, physicians, dentists, nursing homes, irtermediate
MMMMNO.MNM - care faciitiss, indepencent iaboratories, hormhulnlom..
community mental hesith centers, and participating providers of hearing,
vislon, ambulance, non-emengency transponation, scTsening, and family
planning services.

zgr:mmnmmrmmummmm

. 10 the Person who provides these services 10 you.

,mm“h‘%%,s"m 3. You wil receive a new card at the first of sach month as long 88 yoU &8

eligbie for benedits. For your pratection, pieass sigh on the Ine beiow,

Insurance identification and destroy your old card, Remerrber that it i against the law for
AYOne 10 Use this Card sxcept the persons lstad on the front of thie eard.

F- Private Medical insurance 4 Nyou have your eiigbity atthe olfica.

H-Heakh Maintenance Organization &wwyuummmm«qw

J- Unknown mbyn-mo Xy Cabinet for Human

K-Cxher % for Medh “swu-.

L- Absant Parent's insurance

M-None

E-Biue Cross Biue Shisld N-United Mine Workers
| Major Medical P-Black Lung

asvielancn DI o your beheit,

-on-ﬁ-

Sne or imprisonment for & year, or both, jor anyone whe wiitiully gives lalee
0 report changes reiating to ellgibility or permits une of the card by an inel POrsOn.

Recipient's signature is not required.

Notification to recipient of assignment
to the Cabinet for Human Resources of
third party payments.

TRANSM TTAL #1



APPENDI X |'1-B

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD FOR LOCK-IN PROGRAM

(FRONT OF CARD)

Medical Assistance identification Number (MAID) is the
10-digit number required for billing medical services.

Eligibility period shows dates of eligibility represented by
this card. * From® date is first day of eligibility of this
card. *To" date is the day eligibility of this card ends and
is not inciuded as an eligible day.

Name and provider number of Lock-In physician.
Kentucky Medicaid payments will be limited to

this physician (with the exception of emergency
services and physician reforral unless otherwise
authorized by the Kentucky Medicaid Program.

Z

SEE OTHER SIOE FOR SIGNATURE

Name and address of member eligible
for Medical Assistance benefits. All
eligible individuals in the Lock-in
Program will receive a separate card.

Department for Social Insurance case
number. This is NOT the Medical
Assistance identification Number.

PINK

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
ATTENTION SHOW THISCARD TOVENDORSWHEN  ~ '\ |ELIGBIITY PERICO PHYSICHN NAME
APPLYING FOR MEDICAL BENEFITS S
ELIGIBLE RECIPENT & ADDRESS
T0 PHYSICIAN PROVIDER ND.

MEDICAL ASSISTANCE
IDENTWICATION NUMBER

SEXTOOE

INSURANCE ——TRRN ALY AR

DATE OF BIRTH|
MONTH YEAR

PHARMACY PROVIDER NQ).

CASE NUMBER

Currently
Left Blank

Name, address, and provider number
of Lock-In pharmacy. Payment for
phammacy services is limited to this
pharmacy, except in cases of
emergency. In case of emergency.
payment for cowed services can be
made to any panicipating pharmacy,
provided notification and justification
of the servica is given to the lock-in
program.

CARD

TRANSM TTAL #1




APPENDI X 1'1-B

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.l.D.) CARD FOR LOCK-IN PROGRAM

(BACK OF CARD)

Information to Providers, induding proce-
dures for emergency treatment, and
identification of insurance as shown on the
front of the card in *Ins.” block.

ATTENTION /

This card centifies that the peraon lsted on the front of this card s siigible during the period indicated for current benelits of the Kentucky Medical Assistance
Program. Payment for phiysician and pharmacy services s imited 10 the physician and phamnacy appearing on the front of this card.

In the evert ¢ an ermergency, Wmmmnwwmunwwmmmnmhmnnm
service. mmhmmmmnmmm Wmm»ummmmdemwm Reciplent
termporarny out of stte may by having the the K y Cabinet for Human Rescurces. Department for
Medicaid Services, w-mmwummum»wmmcmmwmmm

You are hersby notified that under Stse Law, KRS 205.624, your right 10 third pasty payment has besn assigned 10 the Cabinet for the amount of medical
aseistance paid on your behal,

F- Privats Medical insurance | have read the above information and agree with
G-Champus the procedures as outined and explained o me

RECIPIENT OF SERVICES

epOrt changes reating 1 sliglbliity or permit use of 1he card by an inell. porson.

Recipient's signature is not required.

Netification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.

TRANSMITTAL #1



APPENDI X 11-C

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.l.D.) CARD FOR KENPAC PROGRAM

cate nomper, -0 lnsursnce poar of b of sach membar
(FRONT OF CARD) This is NOT the Medical Assistance ator 1 this block whan
Identification Number . idi : it
Eligibility period s! dates of eiigibility repre- providing services limited o age.
sentad by this card. * From" date is first day of
elfggbilfty of this card. “To" date is the day
9"9";“'}{:“’28 GﬂKg;rA%s and is not included as Namer of members eligible for
an eligivie cay. K C services provided Kentucky Medicaid. Persons
during this eligibility period must be authorized whose names are in this block
by the Primary Care provider listed on this card. have the Primary Care provider
listed on this card.
Z
y4
A ASSISTANCE 1D AT Members for Medical Assistance
Date COMMONWEALTH OF KENTUCKY Medical oo identificaton -aJDQ; lu.
CABINET FOR HUMAN RESOU Number YR
card T CASE NUMBER — j
 was FROM: \ 08-01-90 ~ Smith, Jane 1234567890 210383 |M
issued | | TO: 07-01-90 037 C 000123458 : Smith, Kim 2345678912  |2|1284 | M
Y CASE NAME ANDADDRESS ] :
ISSUE DATE:
05-27-00 /
Jane Smith
400 Block Ave,
Frankfort, KY 40601 -
KENPAZ PROVIDER AND ADDRESS
Warren Peace, M.D.
1010 Joistoy Lane
ATTENTION: OW THIS CARD TO VENDORS WHEN F KY 40601 PHONE
APPLYING FOR MEDICAL BENEFITS
SEE OTHER SIGNATURE MAP 20K (7TA%
Name, addrpss and phone r}umber of
Case name and address show 10 the Primary Care provider.
whom the card is mailed. This person
may be that of a relative or other
interested party and may not be an
eligible member.

Medical Assistance ldentification
Number (MAID) is the 10-digit number
required for billing medical services.

GREEN CARD
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APPENDI X I'1-C

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.L.D.) CARD FOR KENPAC PROGRAM

IMANL MNE AANRM
(OAVN UT VARU)
Information 1o Providers. including Insurance Identification Information o Recipients, including
codes which indicate type of insurance coverage as shown on ' limitations, coverage and emergency
the front of the card in "ins.® block. care through the KenPAC system.
mhmmmu\n 4 L] bod igble petiod ssignend m' o provide
person kstad herson 8 the peri X X
Indwonm.mm for current benetits of 1 Kmum " m-: #&m&mnmm'mmm
Assisiance Program. The Medical Assistance identificaion NO. must be sntered W"’:ﬁwmf:':::':“' m;«n—
g::mumwm.monmnmnmmm Mu:""“ "___""' g iyrd olpraad
NOTE: mkaam 1KmPACr%“waMuwm(1) zhumun‘mnum:unmmnb:z .n:-“
Questions provider paricipation, type, $cone and duration of beneis, |3 Eoerss ""m"",,“,'" ..,,.." et et prosutorizaton bom e KenPAG
il amounts or third Ihwty shouid be direcied 102 primary Inoksde ¢ enure,
Frankort, KY 40621 SPCTBESA, scresring, -Oyml mnmmi y

4. mmmnnmmmmmnpmwm

identification
A-Pat A, Medicare Only F- Privase Medical insurance s.vnum.u-mut-hmmm-m- e sbghile kv
R-Part A, Mecicare Premium Paid G-Champus M’mnuwnunmm':u.:om:mm.-:m
B-Pant B Medicars Ony H-Healh Mairtenance Organzation | on e vontof this cars.
gaan;m::guum .’l‘-um tlpmmwmwmunmm
Both Pants Medicare -Other 7. mm anly ot of e SIS May recaive emergency Medicaid services by
e Ken! Catinet iy Human Resauross, for
L- Absent Parert's insurance oo iyl vveey 'm oy - Deporment

M-None
N-United Mine Workers
P-Black Lung
WY‘M“WMMMMW man«mm-mmmmm
20000 pard on YO Dehait

Federal law prevides for & $10,000 fine or imprisonment for & year, or both, for anyone who wiliity gives informaetion in spplying for medicad
ssalstance, feils o repart changes relating 10 elgibility, or permites une of the card by an ineligible

£ _Sygnayre
10 he Cabmet Ky e amaunt of medies

Recipient's signature is not required.

Notification to recipient of assignment
to the Cabinet for Human Resources of

third party payments.
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APPENDI X |11

MAP-344 (Rev. 3/91)

Kentucky Medicaid Program

Provider Information

1.
(Name) (County)
2.
(Location Address, Street, Route No, P.0O. Box)

3- ¥

(City) (State) (Zip)
4.

(Office Phone# of Provider)
5. _

(Pay to, In care of, Attention, etc.”[f different from above address.)
6.

Pay to address (If different from above)

“T> 7. Federal Employee ID No.

8. Social Security No.

9. License No.

10. Licensing Board (If applicable):

11. Original license date:

12. Kentucky Medicaid Provider No. (If known)

13. Medicare Provider No. (If applicable)

14. Practice Organization/Structure: (1) Corporation
(2) Partnership _(3) _Individual
(4) Sole Proprietorship (5) Public Service Corporation
(6) Estate/Trust ___~_ (7) Goverrrment/Non-Profit

15. Are you a hospital based physician (salaried or under contract
by a hospital)? yes no
Name of hospital(s)

TRANSMITTAL #1



APPENDI X 111

16. If group practice, number of providers in group (specify provider type):

17. If corporation, name, address, and telephone number of corporate office:

18.

19.

20.

21.

22

Telephone No:

Name and address of officers:

If partnership, name and address of partners:

National Pharmacy No. (If applicable): _
(Seven-digit number assigned by the National Council for Prescription Drug
Programs.)

Physician/Professional Specialty Certification Board (submit copy of
Board Certificate):
1st Date
2nd Date
Name of Clinic(s) in which Provider is a member:
1st
2nd
3rd
4th
. Control of Medical Facility:
___ Federal State __ County City
CharitabTe or religious - -
_- Proprietary (Privately&owned) ___ Other
2

TRANSM TTAL #1




APPENDIX III

23. Fiscal Year End:

24. Administrator : Telephone No.
25. Assistant Admin: Telephone No.
26. Controller: Telephone No.

27. Independent Accountant or CPA:

Telephone No.

28. It sole proprietorship, name, address, and telephone number of owner:

29. If facility is government owned, list names and addresses of
board members:

President or Chairman of Board:

Member:

Member:

30. Management Firm (If applicable):

31.

—

Lessor (If applicable):

32. Distribution of beds in facility:
Total Kentucky
Total Licensed Medicaid
Beds Certified Beds

Acute Care Hospital
Psychiatric Hospital
Nursing Facility
MR/DD

33. NF or MR/DD owners with 5% or more ownership:
Name Address % of Ownership

TRANSM TTAL #1



34.

APPENDLX LLL

Institutional Review Committee Members (If applicable):

35. Providers of Transportation Services:

Number of Ambulances in Operation: _

Number of Wheelchair Vans in Qperation:

Basic Rate § (includes u p __ miles)

Per Mile $ Oxygen $
Extra Patient § Other $

36. Has this application been completed as the result of a change of ownership of a
previously enrolled Medicaid provider? yes no

37. Provider Authorized Signature: 1 certify, under penalty of law, that the infor-
mation given in this Information Sheet is correct and complete to the best of

my knowledge. | am aware that, should investigation at any time show any falsi-
fication, I will be considered for suspension from the Program and/or prosecu-
tion for Medicaid Fraud. 1 hereby authorize the Cabinet for Human Resources to
make all necessary verifications concerning me and my medical practice, and
further authorize and request each educational institute, medical/license board
or organization to provide all information that may be sought in connection

with my application for participation in the Kentucky Medicaid Program.

Signature:

Name:

Title:

Return all enrollment forms, changes and inquiries to:

Medicaid-Provider Enrollment
Third Floor East

275 East Main Street
Frankfort, KY 40621

INTER-OFFICE USE ONLY
License Number Verified through (Enter Code)
Comments:
Date: Staff:
4
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APPENDIX |V

MAP-343 (Rev. 5/86) Provider Number:
(if Known)

COMMONWEALTH OF KENTUCKY
CABINET FOR HUMAN RESOURCES
OEPARTMENT FOR MEDICAID SERVICES

PROVIDER AGREEMENT

THIS PROVIDER AGREEMENT, made and entered into as of the day of

» 19, by and between the Commonwealth of Kentucky, Cabinet

for Human Resources, Department for Medicaid Services, hereinafter referred to

as the Cabinet, and

( N a m e

(Address ot Provider)

hereinafter referred to as the Provider.

WSTNESSETH.. THAT:

Whereas, the Cabinet for Human Resources, Department for Medicaid Services,
in the exercise of its lawful duties in relation to the administration of the
Kentucky Medical Assistance Program (Title XIX) is required by applicable federal
and state regulations and policies to enter into Provider Agreements; and

" :) Whereas, the above named Provider®desires to participate in the Kentucky
- Medical Assistance Program as a

(Type of Provider and/or level of care)

Now, therefore, it is hereby and herewith mutually agreed by and between
the parties hereto as follows:

1. The Provider:

(1) Agrees to comply with and abide by all applicable federal and state
laws and regulations, and with the Kentucky Medical Assistance Program policies
and procedures governing Title XIX Providers and recipients.

(2) Certifies that he (it) is licensed as a ’
if applicable, under the laws of Kentucky for the level or type of care to
which this agreement applies.

(3) Agrees to comply with the civil rights requirements set forth in 45
CFR Parts 80, 84, and 90. (The Cabinet for Human Resources shall make no
payment to Providers of service who discriminate on the basis of race, color,
national origin, sex, handicap, religion, or age in the provision of services.)

TRANSMITTAL# 1



PROVIDER INQUIRY FORM

EDS Please remit both
P.O. Box 2009 copies of the Inquiry
Frankfort, Ky. 40602 Form to EDS.
1.Prowider Number 3. Recipient Namae (first, 1ast)
2. Provider Name and Address 4. Medical Assistance Number
l 5. Billed Amount 6. Claim Service Date
7. RA Date 8. Internat Control Number

9. Provider’s Message

10.

Signature Date

Dear Provider:

This claim has been resubmitted for possible payment.

— EDS can find no record of receipt of this claim. Please resubmit.
This claim paid on in the amount of
We do not understand the nature of your inquiry. Please clarify.

— EDS can find no record of receipt of this claim in the last 12 months.
This claim was paid according to Medicaid guidelines.
[his claim was denied on with EOB code

Aged claim. Payment may not be made for services over 12 months old without proof that the ¢laim was
received by EDS within one year of the date of service; and if the claim rejects, you must show timely
receipt-by-EDS within 12 months of that rejection date. Clalms must be received by EDS evew 12 months
to be- consmered for payment;-- e e -

Other:

TRANSMITTAL #1 EDS Date



T# TVILIWSNVYL

AS OF 08/01/91 KENTUCKY MEDI CAI D TI TLE XI X REM TTANCE STATEMENT

RA NUMBER
RA SEQ NUMBER 2

CLA'M TYPE:

NVO CE - RECI Pl ENT IDENTIFICATION-

NUMBER NAME NUMBER
023104 "DONALDSON R 3834042135
01 ps 1 PRCC X0064 Qry 1

CLAIM5 PAID IN TH S CATEGORY:

| NTERNAL
CONTRAL NC.

PAI D CLAI M5

9883324-552-580 070191~-073191 150. 00
070191-073191 150. 00
070191-073191

TOTAL BI LLED:

PROVI DER
PROVI DER NUMBER

CHARGES AMT.
CLAI M
SVC. DATE

CLA'M PMI

TOTAL PAID:

1 @88d - IA XIANAdJV



T# TVLIINSNVEL

As OF 08/01/91 KENTUCKY MEDI CAID TI TLE XI X REM TTANCE STATEMENT

RA NUMBER
RA SEQ NUMBER 2

D

CLAIM TYPE:
* RETURNED CLAIMS *
INVO CE - RECI Pl ENT IDENTIFICATION- | NTERNAL CLAI M
NUMBER NAME NUMBER CONTROL  NC. SVC. DATE
324789 SM TH 4838021143 9883324- 552- 060 070191

TOTAL CLAIMS RETURNED IN TH S CATEGORY: 1

CLAI M5 PAYMENT SUMVARY

CLAIMS CLAI M5 W THHELD NET PAY CREDI T

PAI D/ DENI ED PD AM. AMOUNT AMOUNT AMCUNT
CURRENT  PROCESSED 2 ' 300. 00 0.00 300. 00 0.00
YEAR- TO- DATE  TOTAL 30 4500. 00 0.00 4500.00 0.00

Page 4
PROVI DER NAME
PROVI DER  NUMBER
EOB
999

NET 1099
AMOUNT

300. 00
4500. 00

IA XIANEAdV

4 88ed



T# TVILIWSNVIL

AS OF 08/01/91 KENTUCKY MEDI CAI D TI TLE XI X REM TTANCE STATEMENT

RA NUMBER PROVI DER NAME
RA SEQ NUMBER 2 PROVI DER NUMBER
CLA'M TYPE:

I
DESCRI PTI ON OF EXPLANATI ON CODES LISTED ABOVE

061 PAID IN FULL BY MEDI CAID

254 THE RECIPIENT IS NOT ELIG BLE ON DATES OF SERVI CE
260 ELI G BILITY DETERM NATI ON | S BEI NG MADE

365 FEE ADJUSTED TO MAXI MUM ALLOWABLE

999 REQUI RED | NFORMATI ON NOT PRESENT

Page 5

G 98ed - IA XIANI4AY



LGB B lg N . - S Ltte e e g s W ey 'APPENDI X VII)I' e we e ks

MAIL TO:  EDS FEDERAL CORPORATION
P. 0. BOX 2009
FRANKFORT, KY 40602

ADJUSTMENT REQUEST FORM

1. Original Internal Control Number (I.C.N.)

N Y O O O

2. Recipient Name 3. Recipient Medicaid Number

4, Provider Name/Number/Address 5. From Date Service 6. To Date Service

7. Billed Amt. 8. Paid Amt. 9. R.A. Date

10. Please specify WHAT is to be adjusted on the claim.

-—

11. Please specify REASON for the adjustment request or incorrect original claim payment.

IMPORTANT:  THIS FORM WILL BE RETURNED TO YOU IF THE REWIRED INFORMATION AND DOCUMENTA-

TION FOR PROCESSING ARE NOT PRESENT. PLEASE ATTACH A COPY OF THE CLAIM AXND
REMITTANCE ADVICE TO BE ADJUSTED.

12. Signature 13. Date

EDSF USE ONLY---DO NOT WRITE BELOW THIS LINE

Field/Line:
New Data:

Previous Data:

Field/Line:
New Data:

Previous Data:

Other Actions/Remarks:

TRANSMITTAL #1
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(REP. 7/91)

T Reci pi ent Nanme

APPENDI X LX

Date of Birth

Date of Service

TH RD Pﬁ\gg Il_Cllél\?ll LITY
MAI D #
Addr ess:
To:

Date of Adm ssion:

Name of |nsurance Conpany:

Addr ess : .

Date of Discharge:

Policy #:

Start Date:

Date Filed with Carrier
"g’\

P*rybvi der Name :

End Date:

Provi der #:
Comment s:
Si gnat ure: Dat e:

TRANSM TTAL #
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APPENDIX Xl

MATL 'fO: EDS
P.0. Box 2009
FRANKFORT, KY 40602

CASH REFUND DOCUMENTATION

- A O s e > s s D e e P A D D D W > WD AP WD D D W b

1. Check Nunber 12. Check Amount

3. Provider Name/Number/Address 14. Recipient Nane

15. Recl pient Nunber
|

|
6. From Date of Service {7, [0 Date 0O Service 18. RA Date
| |
| ]
Y. Internal Control Nunmper (|T several ICNs attach RAs)

L CEEED . . I ——— e — T —m— S— ——

Reason for Refund: (Check appropriate blank)

a. Payment from other source - Check the category and |ist name
___ Health Insurance (attach a copy of BoB)
___Auto Insurance
___ Medicare paid
___Other

b. Billed inerror
c. Duplicate payment (attach a copy of both Ra's)

T If ma's are paid to 2 different providers specify to which provider
nunber the check is to be applied.

d. Processing error OR Ovarpayment
Expl ai nwhy

e. Paid to wrong provider

f.  Money has been requested - date of the letter / /
(Attach a copy of letter requesting woney)
___9. Other
Contact Nane Phone:

~ TRANSMTTAL #1



